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Abstract 


Neonatal gastric perforation is rare with a serious prognosis. Over a period of 10 years we had two cases successfully treated 


in our departments. 


Cases: It was a girl and a boy, vaginely delivered in the same year. The pregnancy was well followed in the first case and 
badly in the second. APGAR score at birth, at 2700 g girl was 10-10-10, and at 2900 g boy at 7-7-8 after resuscitation. On 
admission, newborns were cyanotic, tachycardic and tachypnotic; there was abdominal distension with diffuse abdominal 
tympanism, occurring on the second day, and scrotal swelling in addition for the boy. The abdominal X-rays objectified a 
massive pneumoperitoneum in the shape of a “saddle horse”. Laparotomy found gastric perforation in the area of parietal 
hypoplasia in both cases. An excision suture had been performed. The postoperative course was simple. 


Conclusion: Spontaneous neonatal gastric perforation is rare. Early diagnosis and management had resulted in a favourable 


outcome of the cases. 
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Introduction 


Neonatal gastric perforation is rare, with still serious 
prognosis [1,2]. Several etiological hypotheses have been 
advanced, including gastric hypoplasia and perinatal distress 
[2,3]. The authors report two (02) cases treated in the two 
(02) paediatric surgery departments in Cotonou. 


Case I 


The female newborn weighing 2700g was vaginally 
born. The pregnancy of 38 weeks was well monitored. There 
was no neonatal resuscitation (APGAR score 10-07-08). The 
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meconium had been released and she was fed. On the second 
day of life, the sudden appearance of abdominal distension 
followed by dyspnoea and fever prompted a consultation in 
the paediatric surgery. The entrance examination found a 
newborn in poor general condition, cyanotic, tachycardic (150 
beat/min) and polypneic (60 cycles/min). The abdomen was 
distended (Figure 1a) with diffuse tympany. The abdominal 
X-rays revealed a massive pneumoperitoneum in the shape 
of a “saddle horse” (Figure 1b). The diagnosis of peritonitis 
by perforation of a hollow organ was suggested, hence the 
indication for surgery. After preoperative resuscitation the 
laparotomy found a gastric perforation of 2 cm large, leaving 
saliva as whitish viscous foam (Figure 1c). The perforation 
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was in an area of parietal hypoplasia measuring about 6 
cm long axis, on the anterior face close to the large gastric 
curvature. Excision of hypoplasic tissue was performed and 


Figure 1a: Abdominal distension (1) in case 1. 


gastric wall (2). 


XQ 


(a) (b) 


Figure 1b: abdominal X-ray without preparation in case I revealing a voluminous pneumoperitoneum shaped saddlehorse (1). 
Figure 1c: Intraoperative image in case I showing a protrusion of saliva (1) through a perforation in a hypoplasic area of the 
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the stomach was sutured. The postoperative follow-up was 
simple. After a thirty-month delay, there was good stature- 
weight growth. 


(c) 


Case II 


The male newborn baby with two days of life weighing 
2900g was vaginally born. The pregnancy of 37 weeks was 
poorly monitored. He was resuscitated for five minutes at 
birth without material device and naso-oral tube. The APGAR 
score was 7-7-8. Meconium had been normally released. By 
the second day of life, there was progressive distension of 
the abdomen associated with right scrotal swelling (Figure 
2a). The entrance examination found a newborn in poor 
general condition, cyanotic, tachycardic (140 beat/min) and 


polypneic (55 cycles/min). The abdomen was distended 
with a perception of collateral venous circulation. There 
was a snowy crackling of the right anterolateral wall of 
the abdomen and a diffuse tympanism. Abdominal X-rays 
revealed a massive pneumoperitoneum in the shape of a 
“saddlehorse”, with mass effect on the abdominal organs, 
and right scrotal infiltration (Figure 2b). The diagnosis of 
peritonitis by hollow organ perforation was established. 
After preoperative resuscitation, the laparotomy found an 
antral perforation about 4 cm long, close to the small arch, 
on a hypoplasic gastric wall (Figure 2c). 


Va 


XQ 


(a) (b) 
Figure 2a: Abdominal distension (1) and scrotal pneumatocele (2) in case II. 
Figure 2b: Abdominal X-ray without preparation for case I] showing a large pneumoperitoneum (1), subcutaneous emphysema 
(2) and scrotal pneumatocele (3). 
Figure 2c: Peroperative image of case II showing a perforation of the anterior surface of the antrum close to the small curvature 


(1). 


(c) 
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An excision of the edges, gastric suture and omentoplasty 
were carried out with cavity drainage. The parietal hypoplasia 
was confirmed on an anatomopathological analysis of the 
surgical specimen. The postoperative follow-up was simple 
with twenty-seven months of follow-up, the staturo-weight 
growth was good. 


Discussion 


The first report of gastric perforation was made by 
Siebold in 1825. Since then, more than 300 cases have been 
reported in the literature [4,5]. The term “spontaneous” or 
“idiopathic” is used to define a specific entity and excludes 
gastric perforations associated with distal obstruction 
[2,6]. This is applied to the present reported cases as well. 
Although spontaneous, idiopathic or primitive neonatal 
gastric perforation accounts for 10 to 16% of neonatal 
gastrointestinal perforations [1]. The publications on this 
pathology in West Africa are rare; Mihlouedo-Agbolan KA, et 
al. [7] reported 03 cases in 12 years that is concordant with 
our results. Lacusso, et al. [6] reported 02 cases in 09 years 
in Italy and Yong Hoon Cho, et al. [8] in Korea, 11 cases in 10 
years. 


The age of occurrence is variable and ranges from two 
to seven days of life with a peak on the third day [9]. This 
corroborates with the two days of age in our cases, first days 
for Naji A, et al. [1], three days for Kayanda, et al. [10] and 
a mean age of 5.33 days for Mihlouedo-Agbolan KA, et al. 
[6]. While male predominance was noted in the literature 
[3,4,10], our two cases were of different sexes. 


Fetal distress could be the cause of anoxic-ischaemic 
disorders which could explain the perforation of an already 
hypoplastic gastric wall [2]. For the second newborn, fetal 
distress could be an additional risk factor. Other associated 
risk factors are with the condition, prematurity, low birth 
weight, amniotic infection or caesarean section [9,11]. None 
of these had been found in our newborns. 


The most common clinical pathognomonic signs found 
in the literature are abdominal distension, acute respiratory 
distress,andsubcutaneousemphysema, scrotal pneumatocele 
in boys or labia majora infiltration in girls [7,12,13]. That was 
the case in ours newborns. This pneumatocele as “a silent 
sign” of gastric perforation can be misdiagnosis as a vaginal 
hydrocele [10,13]. The timely release of meconium, and 
normally feeding, eliminated neonatal gastric perforations 
secondary, to obstructive intestinal occlusions [3,11,12]. 
Others modes of revelation of gastric perforation would be 
a massive digestive haemorrhage, and peritonitis [7,14,15]. 
Massive pneumoperitoneum, as a constant radiological sign 
of gastric perforation, [1,2,7,12] was also a finding in both of 
our reports. 
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The type of peroperative lesions differ according to 
aetiologies. The punctiform perforations of the anterior 
or posterior gastric wall, point to ischaemic, mechanical, 
medicinal or functional causes, whereas the lesions with 
a linear tear at the level of the large curvature, result from 
agenesis of the gastric musculature [11-13]. This was 
typically the result in the first reported case. In the second, 
the hypoplasia found during surgery, was confirmed by 
anatomopathological analysis. 


The perforation suturing after debridement of the 
hypoplasic or necrotic edges [1-3] was generally performed, 
as in our cases. Some recommendations are purse-suturing 
[10], partial or total gastrectomy in cases too large necrosis 
[15]. The abdominal cavity drainage performed for the 
second newborn is controversial [1,8,10]. 


Poor prognostic factors such as prematurity, low birth 
weight and sepsis [9,15,16] were not identify in both cases. 
The evolution has been satisfactory, although in the literature, 
gastric perforations are still dominated by a high mortality 
rate of 45 to 58% [15,17]. 


Conclusion 


Spontaneous neonatal gastric perforation is a rare 
surgical emergency. In the perinatal period, the occurrence 
of progressive abdominal distension, subcutaneous 
emphysema, and massive pneumoperitoneum should 
suggest it. Early recourse to laparotomy, with removal of the 
dysplasic area and suture, improves the prognosis. 
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